REPORT OF A CASE OF PURULENT INTERNAL 
PACHYMENINGITIS. COMPLICATING MID¬ 
DLE-EAR DISEASE. 1 

By WILLIAM M. LESZYNSKY, M. D., 

Consulting Neurologist to the Manhattan Kye ami Kar II jspital, etc. 


E. C., male, 23 years of age, was admitted to the Man¬ 
hattan Eye and Ear Hospital, February 3d, 1898. For many 
years he had been the subject of chronic suppurative otitis, 
affecting both ears. The granulations in the right auditory 
canal were curetted, and the tympanic cavity thoroughly 
cleared the day before his admission. 

Thiswassoon followed by an evening temperature of 104.20 
F. He complained of pain in the right ear and mastoid region, 
and there was tenderness over the mastoid and along the 
course of the sterno-mastoid muscle of the same side. For 
four days these symptoms continued unabated, with the addi¬ 
tion of rigors and daily exacerbations of temperature, ranging 
from 103 to 105.6 degrees, and a corresponding pulse rate 
from 104 to 12©. (See chart.) There was no evidence of in¬ 
flammation of any of the internal viscera. Repeated examin¬ 
ation of the blood showed the absence of plasmodium. Noth¬ 
ing abnormal was found in the urine. The ocular fundi were 
normal, and the neurological investigation proved negative. 

The right mastoid was then opened, and the sinuses ex¬ 
plored with negative result. Although the other ear was the 
seat of chronic suppurative otitis, neither pain nor tenderness 
was complained of. This was followed by increasing hebetude, 
rigors at intervals, and temperature at times reaching 106 
degrees, terminating in profuse sweating. Vomiting occurred 
occasionally. On the 15th, inst. (twelve days after admission), 
it was noticed that he was unable to speak, but could under¬ 
stand what was said to him. I was then asked to examine the 
patient again. 

T found him aphasic, being unable to utter a word, while 
he understood both spoken and gesture language. It was 
impracticable to make any further tests in this direction. There 
was right facial paresis, affecting only the lower branches. 
The pupils were unequal, the right pupil being dilated to 6 
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mm. Reaction to light was preserved in both. The ophthal¬ 
moscope revealed bilateral papillitis with “choked disk' in the 
left eye. Slight tenderness was present on percussion over the 
left parietal region, but the patient signified by a negative nod 
that he had no headache. There was no evidence of mastoid 
or sinus involvement on the left side. 

The right upper extremity was paralyzed, the flexors show¬ 
ing a moderate amount of rigidity upon passive movement. 
In the right lower extremity, the posterior muscles and the 
tibial group were paretic. The knee-jerks were exaggerated 
and ankle clonus was present, both being more marked on 



the right side. The cremasteric and plantar reflexes were 
present, and equal on both sides. The abdominal reflex was 
absent on the right side, but well marked on the left. 

There was no gross disturbance of sensibility. 1 he pa¬ 
tient’s mental state would not permit of the finer tests. 

The continual rigors, high temperature and sweating, in 
the absence of other indications, pointed to a septic process, 
most likely the result of infective sinus thrombosis. The pro¬ 
visional diagnosis was made of left temporo-sphenoidal ab¬ 
scess, involving the motor tract, and exploration advised. 
The operation was performed by Dr. Pomeroy, but no pus 
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was found. The patient was almost moribund, and required 
abundant stimulation before being removed from the table. 

Within a few hours active delirium developed, and he had 
to be restrained. Fourteen epileptic convulsions occurred dur¬ 
ing the night, consisting in conjugate deviation of the eves to 
the right, followed by tonic and clonic spasm, affecting only 
the right side of the face and the right arm. Each attack 
lasted a minute and a half. The coma increased and death 
supervened. 

Autopsy, 17 hours later. Examination was limited to the 
head. The external surface of the dura was normal in appear¬ 
ance. Upon opening the dura, the entire convexity of the 
brain on the left side was found covered with thick betid pus, 
but at no point was there any adhesion between the dura and 
pia. The dura over the left fronto-parietal region was very 
much thickened and opaque, and contained several hemor¬ 
rhagic extravasations. The internal surface was the seat of 
profuse purulent exudation, which evidently originated in its 
structure. 

There was only a very slight degree of leptomeningitis, 
which was circumscribed over the convexity and involved tin- 
left third frontal gyrus, and extended upward about two-thirds 
of the length of the central convolutions. These cortical are; s 
had undergone well marked softening. The external surfac.- 
of the left temporo-sphenoidal lobe was sunken inward, and 
there were masses of clotted blood in the middle cranial fossa, 
the result of previous surgical exploration. 

There was no sign of abscess in either temporo-sphenoidal 
lobe. The brain tissue and pia were intensely congested 
throughout. The ventricles were empty, and there was no 
cerebral oedema. On the contrary', the brain tissue seemed 
comparatively dry'. 

The basal ganglia were apparently normal, and no indica¬ 
tion was found of softening or hemorrhage in the internal 
capsule. The right hemisphere showed nothing abnormal. 
The cerebellum, pons, medulla and the vessels at the base 
were normal. The usual pyramidal decussation was present. 
No microscopical examination was made. On the left side 
the roof of the tympanum was entirely destroyed by caries. 

This was probably the source of the pus formation. The 
sinuses in this region were completely disorganized. ()n tin- 
right side the petrous pyramid was somewhat discolored, sug¬ 
gesting commencing necrosis. The lateral sinus was normal. 

In reviewing this case, a few remarks bearing upon the 
question of diagnosis may prove of interest. Those of 



6l2 


WILLIAM M. LliSy.VXSKY. 


us who have had the opportunity of seeing many cases of 
middle-ear disease associated with cerebral symptoms, re¬ 
cognize the difficulties that often arise in forming even 
a presumptive diagnosis as to the location of the cerebral 
lesion, before localizing symptoms are discoverable. 

During the first week several examinations were made 
with negative results, so far as localization was concerned, 
and at no time was Gerhardt’s symptom (occlusion of the 
internal jugular vein) demonstrable. 

As the previous acute symptoms were limited to the 
right ear and mastoid, the possibility of the complicating 
cerebral lesion being on that side, and a non-decussation 
of the motor tract were also discussed. The condition of 
the left eye. however, and the fact that the man had al¬ 
ways been right-handed, led to the immediate abandon¬ 
ment of such a view. 

In order to explain the cause of the rapidly developed 
aphasia and motor paralysis, several conditions were taken 
into consideration. Arterial thrombosis, hemorrhage and 
embolism were excluded for obvious reasons, and the 
question whether we had to deal with either a left tem- 
poro-sphenoidal abscess, or purulent lepto-meningitis, was 
seriously considered. In the absence of severe headache, 
delirium, convulsive seizures, etc., which so frequently ac¬ 
company purulent meningitis, complicating sinus throm¬ 
bosis, the presumptive diagnosis was made of abscess of 
the left temporal lobe, involving the motor speech centre 
and the pyramidal tract. 

At no time before operation was headache complained 
of, and there was only very slight tenderness on percussion 
over the left parietal region. Neither were any localized 
spasms manifested, which might lead to the assumption 
of irritation of the cortical cells in the Rolandic area. It 
was agreed that all of the general symptoms indicated 
systemic infection from septic sinus thrombosis, but it is 
to be regretted that the opposite (left) mastoid and the 
adjacent sinuses were not explored early in the course of 
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the disease, as the chronic supurative otitis was bilateral. 

This patient was seen by me in consultation with Dr. 
(). D. Pomeroy, to whom I am indebted for the privilege 
of observing and reporting the case. 


A CASK OF SEROUS (ALCOHOLIC) MENINGITIS SIMU¬ 
LATING BRAIN TUMOR. BY THEODORE DILLER, 
M. D. (See p. 441.) 


mscrssioN. 

Dr. E. 1 !. Angell, of Rochester, said that about a year ago 
he had seen a patient who was under treatment by Dr. Roe 
for middle-ear trouble. Subsequently the patient developed 
maniacal delirium without focalizing symptoms. The general 
symptoms were those of septicamiic infection. Choked disk 
was not present. When the man became delirious, the question 
of opening the skull and searching for pus was considered, 
but exploration was deferred from time to time, and the 
patient ultimately made a full recovery without surgical inter¬ 
ference. 

Dr. (j. L. Walton, of Boston, thought it would have been 
interesting to have known the order of paralysis in Dr. Les- 
zynsky's case. The rule has been laid down by Macewen that 
a temporo-sphenoidal abscess working inwards should first 
affect the leg, then the arm, anti finally the face; whereas in 
case of extension upwards, the inverse order is followed. The 
case was seen too late to establish this point, but the fact that 
the arm was decidedly paralyzed, while the face and leg were 
only slightly so, would tend to show that neither order was 
followed here, and yet the natural diagnosis was abscess in 
this locality. 

Dr. Walton thought it possible that further experience 
would teach that this order points by exclusion to meningitis, 
but the exact diagnosis was baffling at the best, especially 
when we remember that the process may be metastatic, as 
well as by direct extension. In the only case of temporo- 
sphenoidal lesion, confirmed by autopsy, coming under his 
observation since the publication of Macewen’s book, the 
extension was inwards, and the leg was first paralyzed, thus 
falling under his rule. 

Dr. W. L. Worcester, of Danvers, Mass., said that in con¬ 
nection with the case of Dr. Diller. he was in doubt whether 
the post-mortem findings accounted for all the symptoms. 
An exudation of serous fluid into the meninges is frequently 
misinterpreted: it does not necessarily imply an inflammatory 
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condition, although it may have done so in this case. The 
cranium is a closed cavity, and if there is an increase in the 
quantity of fluid within it, there must be a loss of something 
else. There was no special thickening of the meninges, and 
the pathological findings did not account for the symptoms 
of multiple neuritis. 

Dr. !•'. X. Dercum remarked that it was a well known fact 
that serous meningitis was apt to be mistaken for brain tumor. 
In serous meningitis we are liable to have, for some unknown 
reason, a high grade of optic neuritis. Indeed, this is a much 
more frequent occurrence than in purulent meningitis. Dr. 
Dercum thought that the meningitis in Dr. Diller's case could 
hardly be attributed to alcohol. The whole subject of menin¬ 
gitis serosa was still an open one, but it was a well known 
fact that its most marked symptoms: diffused headache, optic 
neuritis and nervous symptoms, vague in character, suggest 
brain tumor in a silent region. 

Dr. Leszynskv, in closing, said that the course of the paral¬ 
ysis in his case would not permit us to exclude temporal ab¬ 
scess. as an abscess in that location might also involve the arm 
and face fibres more than the leg fibres. W hile Macewen's 
views and experience might apply to his own cases, the speaker 
thought they could not be accepted as an absolute law. 

Dr. Differ stated that in his case there was considerable 
serous exudate, but no pus. Meningeal inflammation was 
present in spots. The patient gave a very clear history of pro¬ 
longed indulgence in alcoholic stimulants, and alcoholic neu¬ 
ritis was undoubtedly present. Several writers, among them 
Quincke, Prince, and Oppenheini. have referred to the sim¬ 
ilarity of the symptoms of serous meningitis and brain tumor. 
As a rule, these cases have been mistaken for brain tumors. 


193. Kffkct of Study for Examinations on toe Nervous and 
Mental Conditions of Female Students. Frances M. Drury 
and Clara F. Folsom (Psychological Rev., 5, 1898, p. 55). 

Twenty-five subjects were tested in the following order: (1) For 
tteadiness, (2) for fatigue, (3) for steadiness after fatigue. (4) for 
memory, and (5) for discriminative ability. The experiments were first 
made under normal conditions, and again during the mid-year period. 
The conclusion reached was that “the nervous condition of the sub¬ 
jects was in a slight degree less steady during mid-year examinations 
than it was normally, but that the mental condition was much im¬ 
proved, thought being more sure and active. Their results show: 

(1) In steadiness 9 were improved, 11 less steady, and 5 unchanged. 

(2) In fatigue 12 improved (greater capacity for mental arithmetic), 

8 had less capacity, and in 5 no change. (3) In memory 18 improved 
and 7 were worse. (4) In discriminative ability 10 overestimated lines 
more than normally. 4 underestimated lines more than normally, and 
II kept their normal. Ciiristison. 



